similar shape when the facial characteristics had been disorganized. As a result of this study, those involved in the care of newborn babies at Queen Charlotte's Hospital no longer wear masks. The importance of breast feeding was stressed and Dr Harvey said that between 1975 and 1977 a considerable change had taken place at Queen Charlotte's, where now 40% of mothers were breast feeding. In discussing mother/child bonding he stressed the importance of early physical contact between mother and baby. In a recent study one group of mothers, who were given immediate physical contact with their babies following birth, was compared to a matched group, whose babies were removed after birth for a short while to allow weighing, washing, etc. It was found that there was a significant difference between the two groups in both attitudes and behaviour patterns of mothers towards their babies. The problem of mother/child separation as a result of admitting the baby to a special care unit was underlined: unless the disadvantages of such an action were fully appreciated, there was a likelihood that it would be undertaken more often than was really necessary. When considering the different causes for a 'flat baby', he pointed out that following only one dose of pethidine to the mother during labour, traces could be detected in the baby up to five days later.
During the discussion the point was made that much benefit might be derived from a study similar to that undertaken by Mather comparing the management of coronary patients at home and in hospital. Much of the debate concerning the place of confinement has been focused on the psychological aspects of childbirth. Dr Harvey's paper emphasized that if due consideration is given to these factors the hospital can provide a very adequate setting for childbirth and the early postnatal period. The critical question is how to ensure that the optimal form of care is provided. It is inevitable that in endeavouring to satisfy the different objectives of care there will be a conflict of interests, and there is need to consider how the various physical, psychological and logistic factors are to be weighted. This in turn will depend in part on the perspective from which they are viewed, and will thus be influenced by which individuals and disciplines are engaged in the decision-making process concerning the management of pregnancy.
L I Zander

President-elect. SectionofGeneral Practice
Investigation of the dilated upper urinary tract I
One of the most fascinating topics in urology at present is the investigation and management of dilatation of the upper urinary tract. At first sight this may seem surprising as such conditions as ureteric stone and pelviureteric obstruction seem fully documented and generally well managed. However, it has recently become clear that hydronephroses and megaureters are not necessarily all obstructed, and that in some such cases operation would be inappropriate. The Section of Urology met on Thursday 22 November 1979 to consider the evaluation of such cases where obstruction seems equivocal.
Size ofthe problem
This group of cases represents a small minority of the patients seen by urologists, amounting to perhaps 10-15 cases per year in a busy department. In the vast majority of patients with, for instance, loin pain, the significance of upper urinary tract dilatation on urography is not in doubt, and the I Reportofmectirll_ofSection of Urology, 22 November 1979 . Accepted29 February 1980 oI4I-<1768/110/0S0377-<13{SOIJX' /O indications for surgery are clear. The equivocal cases where obstruction is in doubt -and there are many such cases in paediatric urological practiceinclude the following: (I) Residual dilatation after a pyeloplasty, perhaps with some persisting or new symptoms.
(2) Loin pain associated with a little fullness of the renal pelvis and perhaps a little caliceal blunting.
(3) Primary magaureters that seem to drain well, if slowly, or persistent dilatation after reimplantation for reflux. (4) Wide ureters secondary to outflow obstruction, for instance in boys with posterior urethral valves where there is doubt as to the patency of the ureterovesical junction because of the thick-walled bladder.
(5) A miscellaneous group, comprising patients who have persistent dilatation after relief of obstruction from stone, retroperitoneal fibrosis, endometriosis or malignancy. Megacalices, hydrocalices and persistent post-pregnancy gross dilatation of the right ureter can also be diagnostic problems,
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Thus there can be few urologists who do not regularly see such cases and an important aspect of this meeting was to draw attention to and highlight the problems.
Scheme/or investigation
There is full agreement that vesicoureteric reflux must be excluded in these cases, perhaps even more so now that the combination of both reflux and obstruction at the ureterovesical junction has been clarified (Kesavan & Fowler 1977 , Whitaker & Flower 1979 . Refluxingsystems, however, were excluded from further consideration at this meeting.
Several methods of investigation are available in patients with a wide upper urinary tract: retrograde ureteropyelography: dynamic studies; renography (a) with diuresis, (b) with parenchymal transit times; repeat intravenous urogram with screening and/or administration of a diuretic.
Retrograde ureteropyelography: In most cases this requires a general anaesthetic. A bulb-ended ureteric catheter is inserted into the ureteric orifice cystoscopically and contrast is infused under fluoroscopic X-ray control. Undoubtedly, some useful information can be obtained, particularly in relation to peristaltic activity. If, on removing the catheter, the contrast medium flows immediately into the bladder, a significant obstruction is unlikely. However, in most cases of doubtful obstruction drainage is less than prompt and it is difficult to make any useful comments concerning the degree of obstruction. What is quite clear, however, is that neither retrograde peristalsis nor delayed emptying necessarily indicates obstruction. Any reliance on retrograde ureterography should be tempered with the knowledge that there is considerable observer error, and this investigation cannot be recommended in uncertain cases.
Dynamic studies: It is commonly accepted that deterioration in renal function caused by obstruction is mediated by a rise in the pressure in the renal pelvis and subsequently applied to the nephron. Thus, if such a higher than normal pressure can be detected and quantified the degree of obstruction can be determined. It is assumed that the pressure would be highest during a natural or simulated diuresis. It is on this basis that the percutaneous antegrade pressure flow studies have been developed (Whitaker 1973 (Whitaker , 1979 . It has been widely used, particularly in the USA, and it is accepted by many as a reliable indication of obstruction. Like any study it can only give information of the physical conditions at the time of the study, and it may be misleading in the patient with an intermittent obstruction, Somewhat arbitrary pressure levelshave been defined to delineate obstruction (15 cm H 20 difference between the pelvis lind the bladder at 10 ml/rnin) and further research is required to be sure that obstruction is not being under-or overestimated. The studies are invasive and, although the equipment is simple, the urologist and radiologist need to develop sufficientskill at antegrade pyelography and interest in the problem if the resulls are to be of value.
Renography: It was both inevitable and welcome that less invasive techniques should be developed, and departments of urology and nuclear medicine in Manchester and London have developed two approaches. The Manchester workers have answered the long-standing criticism of isotope renography that 'stasis in a hydronephrosis can mimic obstruction' by administering a diuretic during the study and watching its effects (O'Reilly et al. 1978) .
A rapid fall in the renogram tracing with or without a diuretic excludes a significant obstruction. A tracing that does not rapidly fall despite a diuretic confirms obstruction. Inevitably, a less than dramatic fall leaves the question unanswered and suggests a degree of obstruction of undetermined significance. Such cases with an equivocal tracing are few and these workers 'accept that a pressure flow study could then quantify the actual degree of obstruction. If the pressure flow studies are taken as a standard against which this type of diuresis renogram is judged in hydronephrosis, a 90% correlation is achieved (O'Reilly 1980, personal communication) and others have shown even better results (Koff 1980) . As these studies are increasingly reserved for truly equivocal cases, there may be an increase in the number of cases that will need a combination of several studies to achieve the correct answer.
The approach by the St Bartholomew's Hospital group in London is a little different: they look at the secondary effect of the obstruction on the kidney (Whitfield et al. 1978 ). Because of the increased pressure in the renal pelvis there is an increased reabsorption of sodium and water and the transit of fluid through the tubule is slowed. The resultant increase in transit time in the parenchyma can be detected by looking at the handling of the isotope in the parenchyma selectively with a gamma camera. Unlike the transit in the renal pelvis, which is subject to stasis, the transit in the parenchyma seems to reflect accurately the degree of obstruction. Relief of obstruction results in improved transit time and as with diuresis renography there is a good correlation with dynamic studies in hydronephrosis.
Gamma camera studies have the lidded advantage that they measure the individual and overall renal function -factors that mllY wellinfluence the clinical management. The studies have a much lower radiation dose than an IVU by a factor of between 4 and 10 times. The part that isotope studiesplayin the diagnosis of uretericobstruction as opposed to' hydronephrosis has yet to be determined.
Urography withscreening anddiuresis:In borderline cases urographic signs are notoriously unreliable, and such factors as whether the ureter fills well or shows adequate peristalsis bear little relationship to the presenceor absenceofobstruction. However, the renal pelvis undoubtedly can increase in size considerably during a urogram, particularly after the administration of a diuretic, and this can be a useful guide to the presenceof obstruction (Whitfield et 01. 1979). The method inevitably has its limitationsand shouldbeconsidered togetherwith other methods whenassessing obstruction.
There emerged from this stimulating meeting the feeling that there are problemcases that need considerablethought and diagnosticacumen. The diagnostic approach must be broad, and full collaborationisessential between the urologist, the
Testing new medicines in the UK 1
A discussion on the testingof new medicines, held in December 1979, was chaired by Sir John Butterfield. In his introduction. the chairman regretted the very widespread ignorance amongst practising doctors about the test requirements during the development of new medicines. This wasunfortunate,as the current trendof regulations in the UK was producinga vicious circle that not Iilnly threatened the further advances in medical therapeutics which doctors had come to expect, but also clinical pharmacology as a profession in Britain,bccauscsomanytrialswerenowconducted overseas, The latter would have a significantly deleteriouseffect on the training of doctors in the future.
Sir John recognized that, on grounds of safety, regulatory authorities inevitably tried to legislate foralleventualities. Evenso. wewerenot prepared for the surprises which were likely 10 come with major new therapeutic advances. It was just as impossible to cover all eventualities as it was to I Reportora meetingheldb)'the Medico-Pharmaceutical forum, I Wimpolc Street, London WIM SAE, on 5 December 1979 0141-0768180/050379·02/$0 1.00/0 radiologist, and the specialistin nuclearmedicine. There needs to be a continuing evaluation of the various methods that have been discussed in the hopethat wecan find a fully reliableand preferably noninvasivetechnique.
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